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character until ulcération is established, when it
is mucus and muco-pus:
Haemorrhage from the larynx is rare, and when
suspected it is with much hesitancy we say it ori¬
ginated from the larynx.During the stage of tumefaction a prominent
feature is noticed. There is a pyriform thicken¬
ing of the membrane covering the arytenoid car¬
tilages and the commissure. This thickening is
characteristic. The shape of the cartilages is
completely masked by this club-shaped swelling,
and it may extend upward to near or above the
level of the cartilages and fill up the space be¬
tween them. Previous to ulcération there are
small whitish-gray patches noticeable either on
the arytenoids or ventricular bands, existing sin¬gly or in groups. They are of short duration and
ulcération speedily follows. Ulcération develop¬
ing their peculiar character is a worm-eaten ap¬
pearance, showing that degeneration has com¬
menced in the deeper tissues. The ulcers are
small and isolated at first, but soon unite by break¬
ing down the intervening tissue and forming large
ulcerative surfaces.
The following cases presented themselves for
examination :
E. W., set. 2i years, occupation mechanic. Had
suffered from nasal catarrh for several years and
complained of a dry, hacking cough and frequent
attacks of nasal haemorrhage. The nostrils and
naso-pharynx were constantly filled with a mucus
when, on its removal, the mucous membrane of
the nares was inflamed, and the naso-pharynx and
the larynx were of a lustreless color and presented
a relaxed and flabby appearance. On phonation
the distinctive features of the cartilages of Wris-
berg and Santorini were masked and the vocal
cords inflamed. The voice was changed in char¬
acter to a marked gruffness. There was impaired
appetite, emaciation, slight elevation of tempera¬
ture, and a constant irritative cough. On auscul¬
tation and percussion the lung revealed no diffi¬
culty, yet there was a strong history of scrofula.
The nares and throat were sprayed with an al¬
kaline spray, using Dobell's solution every day,
and following the same up by spraying the throat
with zinci. sulph., gr. ij to aq. ,fj, on alternatedays insufflation to the larynx of a finely tritu¬
rated powder containing iodoform, tannin and bis¬
muth sub. nit. Internally, syr. ferri iodid., syr.
hypophosphites, Fellows ; and free outdoor exer¬
cise. A continuance of this treatment was carried
out for three months, when the patient increasedin weight, the cough and haemorrhage had ceased,
and I discharged the case as well.
My second case was similar to the first, with
this addition, that on the arytenoids and ventricu¬
lar bands there were isolated points of ulcération,
and more marked constitutional trouble and par¬
tial aphonia.
The changes made in treatment were the omis¬
sion of tannin by insufflation, using iodoform andbismuth in equal proportions. After four months'
treatment this case improved and, seemingly, is
well now, and six months have elapsed.
It is unnecessary to enter into details of the dif¬
ferent forms of treatment, as each case presentsits peculiar characteristics. I think many cases
will improve, and particularly of those persons
under 21 3'ears of age. When local treatment has
been very noticeably beneficial to the laryngealdifficulty, and there exist deposits in the lungs, a
change of climate is need. Colorado or New Mex¬
ico are preferable. In the stage of ulcération lit¬
tle or nothing can be done, save to alleviate the
distressing symptoms as they arise. Care should
be taken not to fatigue the patient by local treat¬
ment, allaying the pains and difficulty of degluti¬
tion by first cleansing the parts with some alkaline
solution and then spraying the throat with a solu¬
tion of cocaine ; after which applying morphia,
iodoform, and acacia or bismuth, and endeavoring
to render the patient's last hours as comfortable
as possible.
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I have not infrequently encountered cases of
astigmatism in which, after having corrected the
error in each eye separately, and on testing both
eyes simultaneously, in binocular vision, have
found that vision proximum was not perfect, and
in order to attain normal vision near at hand, in
binocular sight, the angle denoting the axis of
the cylindrical glass must be changed in one or
both eyes.
In correcting this binocular defect, types and
the astigmatic bars were employed. If the patient
looks upon the floor it will seem to incline to the
right or left, and on changing the axis of one orboth cylinders, the surface will appear level. But
the same defect will be apparent if a board 12x3
inches, with parallel sides, be held in front of the
patient at one metre, and on a level with the eyes.
In these cases then, the answer will be, that
the right or left end of said "object-board" is
wider than the other. The angle of one or both
cylinders is changed until each end of the "object-
board" seems equally wide, or in other words, the
sides are parallel ; and then it will be found that
the astigmatic bars are seen normally in near or
far vision, in binocular vision. All of my refrac¬
tion cases are estimated, not only by the usual
methods, but the test as given is applied to all
cases of astigmatism before the investigation is
regarded as complete.
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The use of glasses thus adapted has been suc¬
cessful in practice, with one or two exceptions,
and in these the use of cylinders had to be dis¬
pensed with and spherical glasses employed.
This defect in binocular vision does not occur,
of course, in all cases of astigmatism ; but obser¬
vation has taught me that such errors are far from
being uncommon.
The following explanation offered of binocular
astigmatism, seems more rational than any other
with which I am familiar :
If a perpendicular be raised anteriorly and hor¬
izontally midway between the eyes from a base
line intersecting each fovea centralis; then, in test¬
ing each astigmatic eye separately, the axis of
vision will, in vision remotum, be parallel to said
perpendicular. If the ocular muscles are nor¬
mally balanced in action, the plane which cuts
the visual axis in the cornea will be vertical. In
the normal eye, its fellow being covered, during
vision proximum, still the visual axis may be par¬
allel to our perpendicular, and hence the angle of
the axis of the cylindrical glass may often be the
same in remote and near vision, when each eye is
tested singly. In binocular vision, when astig¬
matism is present, the distance is so great, in re¬
mote vision, that the visual axes are each par¬
allel to our perpendicular and to each other, and
when the ocular muscles are harmonious in action,
types and astigmatic bars are seen in normal form.
So will vision be perfect near at hand, in astig¬
matism, provided this due balance is maintained
in these muscles ; but it is evident that, in prox¬
imal vision, the interni inferior oblique and su¬
perior and inferior recti muscles must exercise
increased force and act in concert.
If these muscles do this, there can be no binoc¬
ular astigmatism (in the sense cited) which re¬
quires re-correction, after each eye has been sepa¬
rately corrected, and in vision near at hand. But
if these muscles are not harmonious, then the
plane of the rays of light remaining the same,
that is, vertical, and the axis of rotation of the
eye at its upper extremity, inclining to the right
or left, then it follows that the relation of the
axis of the cylinder and the astigmatic meridian
of the cornea has been changed, and in order to
restore this relation the axis of the cylinder must
be made to correspond with the modified position
of the defective corneal meridian.
Let the following case illustrate : In binocular
and proximal vision, suppose the left inferior
oblique fails to act sufficiently to maintain the
axis of rotation vertical, and that the inner fibres
of the left superior rectus inclines said axis, at
its upper extremity, towards the nose ; then the
rays of light will no longer cut the cornea in its
vertical meridian, but towards the temporal side
of—the should-be—vertical plane of the cornea.
If the defective axis of the cylinder was at an an¬
gle of i8o° in vision remotum, for proximal vision
the axis of the glass will have to be turned up¬
ward towards the displaced axis of rotation of the
eyeball, as many degrees as this axis has deviated
from the normal vertical perpendicular. If to
io°, then the angle would be io° instead of i8o°
for the cylinder, the scale running from the tem¬
poral side. In other words, the measure of the
deviation of the axis of rotation is the number of
degrees of axis-displacement of the cylinder re¬quired in order to cause both sides of our "object-board' ' to appear parallel.
By trial the proper degree is found and in which
eye the correction should be made, or if both eyes
should be corrected.
In remote vision, the ocular muscles may or
may not be harmonious, but if these are normally
balanced in action when accommodation is at
rest, it is not difficult to comprehend when the
muscles supplied by the filaments of the third
nerve are active, as in vision proximum, that this
relation may be modified, and the axis of rotation
so changed as to demand a re-correction for near
and binocular vision. This change of cylindersdoes not interfere with normal vision remotum.
As these changes in the axis of the cylinders
are observed in remote vision when the eyes are
under the full influence of mydriatics, it results
that the modification in the axis of rotation can¬
not be due, at least directly, to accommodation.
This may be illustrated by the following case :
Miss S. L., aged 28 years. When under du-
boisea, she requires in the R. E.
—
1.0 sp. O
—0.5 ax. 1300, and in L. E.
—
0.75 O
—
0.5 ax.
400, V. 2, = -f, and the astigmatic bars appear
normal. But in binocular vision, when the "ob¬ject-board" is placed at one metre, the left end of
said board seems wider ; when the left cylinder is
turned to 300 the sides of "object-board" are seen
parallel, and the floor is level. When the effects
of mydriatic had passed off, a week later, the cyl-
 inders at 300 and 1300 induced seeming parallel¬
ism of the "object-board" and a level floor.
A few cases will be given illustrating the change
of axis of cylindrical glasses in order to obtain
normal and proximal binocular vision.
Case 1.—Miss A. V. C, aged 18 years. Under
duboisine she requires in R. E., —0.5 ax. 900, V.
= }; and in L. E.,— 1.25 ax. 45°, V. = |. Atone
metre the ' Object-board' ' is narrower at the left end
and floor inclines to her left in binocular vision.
On turning the left cylinder to 6o° the floor ap¬
pears level and the sides of the board parallel ;
and the distance types and astigmatic bars are
now seen normal.
Case 2.—Miss M. C, aged 27 years. Without
mydriatic her case reveals that she requires in R.
E., + 4.5 O + 1-25 ax. 1050, V. = ^Tand ,& .;
and in L. E., + 2.5 O + 1.5 ax. 1200, V. = ^\,
and
.Vf D. V. 2, = TV and .Vf D. The "object-board' ' sides are not parallel in binocular vision at
one metre or the floor level, until the left cylin-
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der-axis stands at 1200, which later does not cor¬
respond with the axis of the right eye, or 75°.
Case 3.—Miss  .  .  ., aged 31. Without
mydriatic, requires in R. E. + 0.5 Q + 25 ax.
6o°, V. = i and ^% D.; and in L. E. + 0.5 Q +
0.25 ax. ioo° V. = \ and , $. But binocular vi¬
sion at one metre is not normal unless the axis of
right cylinder is at 6o°, in lieu of 8o°, which lat¬
ter would correspond with the axis of ioo° in the
left eye.
Case 4.—Miss J. R., aged 31. Under duboisine,
she required in R. E. + 0.75 ax. 500, V. = \ ; and
in L.E. + 0.75 ax. 1400, V. 2 = f. But binocular
vision at one metre is not normal when the axis
is at 1300 left eye. A week later, when the effects
of the mydriatic had passed off, binocular vision
was perfect with the angles 1400 and 500 in far
and near vision.
Case 5.—Mr. J. G. S., aged 18 years. Under
duboisine he requires in R. E. + 0.75 ax. 400,
V. = 1, and in L. E. +0.75 ax. 900, V.= i =V.2,
= }. After the effects of the mydriatic had passed
off the axis of the right cylinder had to be turned
to 90o in order to obviate binocular astigmatism
at one metre, and then vision remotum was per¬
fect.
Case 6.—Mr. J. N. S., aged 34 years, requires +
2.75 ax. 75o, V. R. E.=i, and with +3.5 ax. 90°
V. L.
 .— ; V. 2—j, and , „. But the "object-
board ' ' was not seen parallel at one metre. On
turning the left cylinder axis to 1050, binocular
vision, near and far, became normal so far as
glasses could accomplish, and these continued to
serve him well.
Case 7.—Mr. F. G., aged 27 years, under du¬
boisine requires R. E. + 1.25 ax. 1800, V. =i,
and in L. E. + 0.5 ax. 180°, V = J. But V. 2.
while = I, reveals the sides of the " object-board"
not parallel. On turning the axis of the right
cylinder to 300 the "object-board" is seen nor¬
mally and V. 2,=£ and -¡% D.
Case 8.—Mr. L. I., aged 19 years, without du¬
boisine the angle for each eye was 90o, but when
under this mydriatic he required in R. E.+3.5
ax. 700, V. = jVi and the same cylinder in L- E.
at ioo° V. = /j. The bars and types were seen
normally, V. 2, = ^T and $ . These glasses were
given and failed to give proper vision. He was given
+ 3.5 ax. 900 for each eye, and binocular far and
near vision became normal. He was not brought
under mydriatic at the second application. It is
certain that this patient under the mydriatics saw
in binocular vision normally, but after accommo¬
dation was fully restored vision was abnormal in
each eye with the first glasses, and to secure bin¬
ocular far and near vision each cylinder was
changed to 90o. This result may be due to the
stimulus of accommodation exciting through the
filaments of the third nerve, the superior recti in
each eye. It is true that with the cylinders at
90o in each eye vision remotum of the bars and
types was normal. This can only be accountedfor on the supposition that, even in remote vision,
there must have been present accommodation. It
is also true in this case that this ametrope devel¬
oped = D. 4.5. Astigmatic hyperopia in each
eye under duboisine, but accepted only a + 3.5
cylinder when the effects of the mydriatic hadpassed off. He, therefore, was exercising = +
D.
 .o of accommodation for distant vision, and it
is probable this would stimulate the superior recti
sufficiently to change the axis of rotation in bin¬
ocular remote vision to 90o each eye. This man's
unaided near point was 19 cm. = D., 5.3, and as
he had = 4.5 D. of hyperopia, his accommoda¬
tion was = +4.5 + 5.3 = +9.8 D., which is
equal to what he should have had at 20 years of
age. In correcting + 3.5 of this astigmatism he
would possess an excess of accommodation =9.8
—3.5 = 6.3 D., in proximal vision.
Case ç.—Miss M. C, aged 30 years. Without
duboisine and with
—
1.0 Q
—
0.75 ax. 25o, V.R. E. = 1, and with — 1.25 O
—
0.75 ax. 150°,
V. L. E. = 4, V. 2, = £. In binocular vision at
one metre the right cylinder gave only normal
vision when the axis was turned to 1800 or 0°, or
horizontally. Then the floor was also level, thebars alike, and types seen normally in far and
near vision. After the effects of the mydriatichad passed off these results held good.Case 10.—Miss A. B., aged 23 years. Without
mydriatic and with
—
0.5C + 0.25 ax. 1800,
V. R. E. = i, and with
—
1.75 O
—
 ·75 ax.i8o°, V. L. E. = t and V., 2, = | and ;3% D. On
using duboisine the formula became—0.25 ax.
1450, and V. R. E. = I and .%\ ; and
—
1.0 Q
—1.25 ax. 1800, V. L. E. = i and .^, and V., 2, =
^ and .3%. Now the "object-board" sides wereparallel, the floor level, and the bars normal ; but
the tests for binocular vision were not normal
when the axis of the right cylinder was placed at1800. These glasses held good subsequently.
It may be claimed that the foregoing results aredue to our not having found the correct axis in
the monocular tests of each eye. This assumption
would be untenable, because every care was
taken in correcting each eye singly, both in far
and near vision ; but on attempting binocular
vision, especially at one metre, or less, distancefrom the ametrope, the sides of the "object-board"
were not seen parallel, nor the floor level.
When the axis of one or both cylinders were
changed, then, and then only, binocular vision-
tests became normal. But in these cases the axes
of the cylinders did not correspond.
The explanation given may not be the true so¬
lution, and accommodation may have a direct in¬
fluence in the result, by changing the form of
individual sectors of the crystalline lens, but the
fact remains that there is such a phenomenon as
binocular astigmatism.
If, in calling your attention to this subject, I
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shall induce any to investigate it, and possibly
determine the true solution, I shall rest content
with the result.
Zanesville, O., May 7, 1888.
THE FORCIBLE AND IMMEDIATE RE¬
DUCTION OF OLD SUBLUXATION OF
THE TIBIA.
Read in the Section on Surgery, at the Thirty-ninth Annual Meeting
of the American Medical Association, May, 1888.
BY E. H. BRADFORD, M.D.,
OF BOSTON, MASS.
The subluxation of the tibia in chronic disease
of the knee-joint is so common a deformity that
no description of it is needed. It is well under¬
stood that it is caused by the reflex spasmodic
contraction of the hamstring muscles pulling the
tibia backward in a joint whose ligaments and
capsule have been relaxed by disease. This re¬
laxation is not often to be demonstrated clinically,
as motion of the sort causes pain usually—occa¬
sionally, however, cases will be met where the
inflammatory process is so subacute that the tibia
can be pushed forward and back without pain,
owing to the relaxed condition of the posterior
capsule and the crucial ligaments. This painless
condition is of course not so uncommon in the
knee-joint affections occurring in tabes (spinal
arthropathies, Charcot's disease).
In cases of severe tubercular osteitis, when a
spontaneous recovery has taken place, with fi¬
brous anchylosis and subluxation of the tibia, it
will be found in the severest cases that the cica-
tricial contraction of the capsule is so firm that,
on attempting to forcibly straighten the limb, the
head of the tibia cannot be made to slide forward
as it should, but is held back in its position of
subluxation not only by the hamstring tendons,
but largely by the posterior wall of the contracted
capsule of the joint. If the limb is pulled straight
the tibia remains subluxated. In the lighter cases
the head of the tibia can be pushed or pulled for¬
wards manually, either with or without the help
of tenotomy of the hamstrings, or by means of a
mechanical appliance the subluxation can gradu¬
ally be corrected. In the severest cases, however,
this cannot be accomplished
—
or only accom¬
plished after the prolonged employment of con¬
siderable and painful force.
A moment's reflection is sufficient to show that
raising the lower part of the tibia, if the latter is
subluxated at the knee, will not correct the de¬
formity ; neither will a simple pull upon the leg,
separating the tibia from the femur, unless there
is also a pressure upon the head of the femur for¬
ward. This latter is impossible while the poste¬
rior ligament is so strong as to resist such forward
pressure.
In order to determine the practicability of
stretching the resisting ligaments in a normal
knee-joint, experiments were made through thekindness of Prof. Dwight, of the Harvard Medi¬
cal School, using on a cadaver the appliance tobe described, and it was found that the tibia could
be pushed forward (z. e. subluxated forwards) fully
an inch. The first resistance encountered is the
posterior crucial ligament, which becomes torn
after the application of considerable force. The
posterior ligament can be stretched and affordsbut little resistance in a normal joint.
In the distortion following chronic disease of
the knee-joint with flexion at the knee and the
head of the tibia subluxated, no resistance to cor¬
rection will be found from the crucial ligaments
which are absorbed in the morbid process, but the
posterior ligaments and the posterior wall will, in
cases of long standing, be found extremely firm.
In such cases, before the limb can be made straight
and the subluxation corrected, the contracted pos¬
terior ligaments and capsule must be stretched,
enabling the tibia to slide over the condyles of
the femur as in normal extension at the knee-joint.This can be accomplished in the following way :The patient being under the influence of an an¬
aesthetic, the knee should be forcibly flexed in
order to break up the intra-articular adhesion.
The apparatus indicated in the accompanyingdiagram is then applied to the limb and pressure
from behind forwards, by means of the screw force,
brought to bear upon the head of the tibia, coun¬
ter-pressure being exerted on the ends of the con-
dyles and the lower end of the tibia. The vessels
and nerves lying deep in the popliteal space being
well protected by the bellies of thick muscles, arein no danger of injury by such pressure, and the
skin, as has been abundantly proved by osteocla-
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